pattern is very similar. After the 'chief resident' stage, i.e. about 4-5 years after qualification and equivalent to completion of general medical training, a man will go to an approved infectious diseases unit for 2-3 years clinical training and research; there is keen competition for these posts.
In Sweden the ratio of time spent training in infectious diseases, compared with that for general medicine, appears to be higher than in the UK or the USA. Professor Julius Strom has kindly sent me the Swedish scheme of training and this includes work in specialist infectious diseases units for three years, internal medicine six months, paediatrics six months, microbiology six months, other related disciplines such as neurology or dermatology six months. But Str6m feels that the general medical and pediatric components of this scheme are too small.
Physicians with special training in this field would, I think, be needed for two main types of post, as the hospital building plan proceeds. Some would be entirely involved in the care of the larger infectious diseases units and would be pretty fully committed to the specialist aspects; others, working in district hospitals with smaller isolation units, would do more general medicine but would take a particular interest in problems of infection in hospital and in the community. Because of this second situation, that is, the need for people to look after the relatively small unit embedded, as it should be, in the district general hospital, the number of tiained physicians of this type should be increased.
These proposals seem mild and noncontroversial, but they are being implemented hardly at all and there is grave danger that the specialty will vanish by default. There are very few senior registrars in this specialty, and the number of specialists is in fact declining with the gradual retirement of the infectious diseases physicians trained in the fever hospitals before the National Health Service came into operation.
What can we do to change the older image and to remedy these deficiencies in staffing? First, interest must be aroused early in the medical career, and the Association for the Study of Infectious Disease recently had a long and useful discussion on educational needs. Our brief has been to discuss specialist training, but how ideal this subject is for undergraduate training, with its vivid clinical material and its laboratory, epidemiological and sociological ramifications. The word 'integration' is more commonly used as a talisman than achieved as a reality, but ours is a subject, if ever there was one, for achieving integration in medical education. Secondly, since the focal point of training is the senior registrar period, we must persuade Boards of Governors and Regional Hospital Boards of the need for a small number, perhaps one in each main region, of senior registrar posts which are either formally linked to a major infectious diseases unit, or even informally to allow for an elective year or so in such a unit for a man with a potential interest in this field. At registrar level, too, linked posts between general medical and infectious diseases units should be fostered. Thirdly, we should draw the attention of the Regional Postgraduate Deans and Advisers to the importance of our specialty, to its training value, and to its needs. And fourthly, we should take every opportunity to forge closer working and teaching links between the clinical specialty and the laboratory workers and epidemiologists whose work is inseparable from ours. What special factors apply in the transmission of disease in a military setting? We are dealing largely with a number of closed, or rather semiclosed, communities. This qualification is made in recognition of the inflow and outflow of soldiers in units and, with our much-married army of today, a considerable degree of contact with the civilian population. This has both disadvantages and advantages. On the debit side, the nature of living and working conditions undoubtedly may facilitate the spread of infection, once introduced. As against this, with a disciplined body, it is relatively easy to plan and to apply measures which will be effective in countering communicable diseases.
By its very nature, an army cannot remain static for long. The movement of troops from one 'Present address: Medical Branch, Headquarters, Army Strategic Command, Wilton, Salisbury, Wiltshire Proc. roy. Soc. Med. Volume 63 May 1970 locality to another may have several consequences. It may involve the introduction of individuals to an area in which there is a prevalence of disease to which their immunity is low; for example dysentery. On the other hand, the troops may themselves bring infection to those particularly susceptible to it. With the opening up of lands and of communications the importation of, say, measles, into a local population whose antibodies are nilis nowlesslikely than it was fifty years ago. But risks still exist. At the time of what has been called 'the confrontation' between Indonesia and Malaysia, a very advanced stage in a malaria eradication campaign had been reached in Sarawak. It was the practice for British troops to be rotated between East and West Malaysia at approximately six-monthly intervals for rest and recuperation. Malaria remained endemic in West Malaysia and only the strictest attention to anti-malaria discipline could make the Sarawak authorities reasonably satisfied that such troop movements would not contribute to a reversion from anophelism without malaria to anophelism with malaria.
Adverse conditions may be met on the journey itself, at scheduled as well as unscheduled halts, when supervision may present some difficulty. Particularly on active service, or under field conditions, the environment may be conducive to the spread of infections or infestations.
Against this background, what sort of training is required -for medical officers, other medical staff and non-medical personnel? The last category includes regimental officers and other ranks and, since the commanding officer bears the ultimate responsibility for the health of his men, general and specific health education in this field is important. However, I will concentrate on the training of medical officers.
In the main, medical officers on first joining the RAMC for full-time service have just completed their preregistration year. Following a five-week course at the RAMC Training Centre, all spend nine weeks based on the Royal Army Medical College, including one week at the Army School of Health. Subjects taught include army health, military medicine, entomology, pathology, military surgery and army psychiatry. Communicable diseases of military importance, including tropical diseases, are covered in lectures and discussions, supported by practical work with a limited amount of clinical instruction. Officers may have the opportunity of seeing cases during periods of attachment to civilian general practitioners, which are arranged during the course. One of the main objectives is to ensure that on completion of the course, medical officers have a logical system on which to formulate their actions, advisory and executive, in anticipation of, or consequent upon, the occurrence of such disease.
At the College teaching is based on the 'fivelink chain' (Fig 1) . This represents communicable disease as stemming from a source (either human or animal, a case, contact or carrier), the responsible organism being discharged or extracted via an appropriate portal of exit, transmitted by a variety of routes to a target (the susceptible individual) to which entry is achieved by a suitable portal ofentry.
To achieve prevention or control, the requirement is to remove or to sever one or more of the links. On such a simple model it is possible to study communicable diseases in general, in terms of four groupsair-borne, contact, ingestion and arthropod-borneor of specific members within these groups.
By prevention we mean the interception of the approach of disease to a community which is free of it. By control, on the other hand, we mean the action to be taken in the event of an outbreak of disease in the community for which we are responsible. The aim is to limit the spiead of disease and to reduce its incidence to a point where it is no longer an army health problem, or (I) A force enters a country where malaria is endemic. Sources of infection abound and the route of transmission is well established, but the military authorities have no jurisdiction over the first and only a limited capability to influence the second. Against this, we have a firm grasp on the targetthe soldiers. Consequently it is logical in the prevention of malaria in those circumstances to start at the target by means of chemoprophylaxis, education, repellents, nets, anti-mosquito measures, &c., and work back through the chain as far as possible.
(2) A different situation arises, however, where a unit is serving in the United Kingdom during an influenza epidemic. Although we may consider prevention to a certain extentperhaps by the administration of vaccine (if the right type is available) to selected individualswe are inevitably much more concerned with countering the spread of infection within the unit. But in these circumstances we have sources under our own authority, so in this case our aim must be controlto start with these sourcesto diagnose, to treat, to isolate, to notifyworking our way towards the target.
This, then, is the training, with which, together with his undergraduate and preregistration training and experience in communicable diseases, the young medical officer is launched on his first posting, usually in general duties, either as a regimental medical officer, as a junior member in an army group practice or in a medical unit. Some 5-7 years later, a proportion of these officers return to the College to undertake the senior postgraduate medical officers course, leading to the Conjoint Board examination for the Diploma in Tropical Medicine and Hygiene. In the field of communicable diseases, the emphasis is now on their management in indigenous populations in the tropics rather than in our soldiers and their families.
Conclusion
It may be thought that, with the impending withdrawal of the Services from certain overseas bases, the need for training in the management of communicable diseasesespecially tropical diseaseswill diminish. I would suggest that the reverse is the case, in the light of the statement made in relation to the Defence Estimates 1968: 'We shall, however, retain a general capability based in Europe, including the United Kingdom, which can be deployed overseas, as in our judgement circumstances demand, and can support United Nations operations as necessary' (HMSO, London; Cmnd 3540, p 3).
Forces, including their medical staffs, taking part in the future in such forays, or in training exercises, in countries overseas, will in many cases be unable to reap the benefit of coming initial!y under the wing of an existing Service headquarters or organization, with first-hand knowledge of local conditions and the ability to advise and to guide. Additionally, if a policy of 'hearts and minds' is to be implemented, as was the case in Borneo, it is clear that a sound grounding in the management of communicable disease is essential if a proper service is to be rendered, not only to our own troops, but to local populations with whom we may come into contact.
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There are three groups of the profession concerned in the control of communicable disease; microbiologists, infectious diseases physicians and medical officeis of health. The first two specialties have been reorganized to cope with the infectious disease problems of today, but the third, which is concerned with public health including epidemiology, remains organized in areas most of which were created in the nineteenth century and are unsuitable for the investigation of modein epidemiological problems. Epidemiology requires larger areas and central co-ordination of the type that exists in the Public Health Laboratory Service and, at the same time, it needs to retain very close contact with officers employed in the local services, such as public health inspectors, health visitors, nurses and social workers. Not only is the organization of the public health service unsuitable for epidemiological purposes but, as Sir James Howie has said, there is a serious lack of trained and experienced epidemiologists. His suggestion of joint appointments, between the Public Health Laboratory Service, local authorities, regional hospital boards and universities, of trainee epidemiologists is most important and will begin to provide the long-term solution to the shortage of specialist epidemiologists.
There is, however, a need to consider the present situation as well as the long-term needs. Sir James Howie's idea of joint appointments
